
tcrior wall of the vagina being longer than the anterior.
As a concession to these anatomical facts many specula
are now being made with the upper blade shorter than
the lower one, a very desirable feature. But tho re-

tracting motion is very rare, although it works ex-

tremoiy well, usually, when found. This motion is
well shown in an English speculum, purchased in
London, which has been a favorite of mine. The
joint is peculiarly placed as you will Bee, but the vag-
inal orifice is excessively expauded when it is opened
widely.

Some specula found in the market are too narrow,
and some too heavy ; some are too big and clumsy,
and some of the trivalves hurt or allow the vaginal
vault to drop too low. Without devoting more time
to what seem to me defects in other instruments, I
will briefly summarize the practical improvementswhich I have endeavored to combine in these spec-
ula. In presenting the two, I will speak of the
regular bivalve speculum first, and of the tubular
bivalve later.

(1) I have sought to make it as simple as possible
in its construction, and to render it aseptic it is made
to come apart with the greatest ease.

(2) The vulvar part of the speculum is of a conven-
ient size and does not enlarge on opening tho specu-
lum to its widest extent. On the contrary it becomes
slightly smaller when fully expanded.

(3) The upper blade is shorter than the lower one,
and working on a short radius retracts (so to speak)
and exposes the womb very readily.

(4) The blades are broader at the free ends, so that
a slight dilatation expands the vagina quite fully and
prevents the folds of the canal from falling in at the
sides and obstructing the view, as has been the case
with mo with one very slender speculum of a popular
pattern. The breadth has been compensated for byexcessive flatness when shut, to facilitate introduction,
and the considerable height of tho vulvar end is, on
the other hand, compensated for by narrowing the in-
strument at that point, so that the calibre is not in-
creased and yet a good view is obtained.

(5) It has been made light in weight, so as not to
inconvenience by tilting or by pressing down on a
sensitive hymen. Lightness is still further attained
by the use of aluminum (one-third the weight of iron),
which is, of course, non-corrosive (except to hydro-
chloric acid) and gives a pure white light by reflec-
tion, showing the correct colors of the parts revealed.

(6) To Bave tedious screwing and unscrewing in
use, the set screw can be thrown in and out of its bear-
ings, which also facilitates taking the instrument apart.

(7) An attempt has been made to adapt tho shape
of the instrument to the natural anatomical curve of
the vagina, and it has been made quite wedge-shaped
to assist in introduction.

I must acknowledge much courtesy and patience on

the part of Messrs. George Tiemaim & Co., the man-

ufacturers of the specula, from whom they can be pro-
cured, in carrying out my ideas, which they have done
very perfectly. For the best results this speculum
should be made in sets of three sizes, tho one shown
representing the medium size.

Tho second speculum, which is simply an improve-
ment on the well-known tubular ones — making it more

easy of introduction, self-retaining, and giving a greater
range of vision than usual — has many of the advant-
ages of tho first one, but is not aseptic. It works ex-

tremely well in practice, however.
Both of these specula have answered my require-

ments very well, and I can simply say in offering them
for your inspection, that I have given them a trial of
many months' duration, and that I do not think that
they have the defects of which I complained, and from
which perhaps some of those present have experienced
annoyance.

I know it is much the fashion among specialists aud
many physicians, to rely almost wholly on the Sims
speculum. Tho lack of office assistance makes this
impracticable for the mass of physicians. Although I
am never without an office assistant, I have found the
bivalve speculum quicker, less liable to alter the nor-
mal relation of the parts, and in the majority of cases
moro satisfactory than the Sims, which is, of course,
unequaled for many purposes.

Reports of Societies
MASSACHUSETTS MEDICAL SOCIETY.

TUE ONE HUNDRED AND TENTH ANNUAL
MEETING.

Boston, June 9 and 10, 1891.
SECTION IN SUROERY.

(Continued from No.3, page 66.)
Dr. Alfred Worcester, of Waltham, said: Mr.

Chairman and gentleman, I believe the only advan-
tage which I have over the other gentlemen present is
that I have been through it myself. I have been very
much gratified by what I have heard, and I certainlynotice a groat difference each year as to the treatment
recommended by our first surgeons, and I am as cer-
tain in ray own mind that we will have to wait but a
few years before the right treatment will bo laid down
and applied, and that is to operate first, last and every
time in the cases of appendicitis. When that was first
broached, the necessity of operating in every case, it
was laughed at by very nearly everybody, and now it
is laid down for us that we should certainly operate in
those cases which are going badly, perhaps, not in
those that are going to rocover, anyway ; but, it is at
the same time told us, that there is no possible way by
which we can tell what cases are going to the bad.
Now, whatever tho percentage of cases treated medi-
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Çally, it certainly is not a large one ; there certainly
¡s a large per cent, that will not recover unless receiv-
ing surgical treatment ; and of the class of cases that
will recover only if surgical treatment is given, a veryfarge proportion will recover only if that treatment is
given early.All the dangers of the operation, all the difficulties,all the dangers resulting afterward, do not apply if the
operation is done at the outset of the disease. It is a

very difficult thing indeed, every one admits, to save a
case by operation where there is an indistinct abscess
cavity and perhaps a general purulent peritonitis. You
have heard it laid down this afternoon that, in general
acute peritonitis there is uo such thing as recovery. I
am sure that I have seen such a case recover, where
the abdomen was thoroughly washed out, whore the
appendix was in the pelvis, was found and was taken
out, the stum)) was properly treated, and the patient
recovered. But in cases at the outset, before tho ap-
pendix is perforated, whether gangrenous or not, there
]s no such thing as disaster.

It is a simple operation, it is easy to find the appen-
dix, there are no adhesions in the way, it is easily
removed, the stump can bo properly treated, and while
1 say that, I want to say that I do not believe it proper
treatment to ligate it. It seems to me that that is un-

surgical ; it is not like ligating the Fallopian tube, it is
like ligating a part of the bowel, and when the part
separates, what is to hinder an escape of ficces ? Of
course, there may be resulting inflammation that will
close it, but the proper way, it seems to me, is the treat-
ment applicable to any other opening into the bowel,
bringing the surfaces together. It is not easy to pull in
the edges, but if the core of it is dug out by a V-shaped
incision, the edges can be turned in easily. But this
proper treatment of the stump can only be done when
the operation is done early ; it is not possible when you
find the appendix ready to drop off as you touch it — it is
not easy then to repair it properly. It seems to mo that
the reason why so many cases have proven fatal is,
that the result has been lost sight of, that the bowel is
really perforated. And what sense is there in leaving
out of consideration the question of the integrity of
the bowel ? If the operation is done in the last stages°f the disease, after three or four days, the sloughing
Appendix is fished out, aud we depend on a rubber
tube, let down into the abscess, near the stump, that is
not any more sullicient than if we depended upon a

drainage in tho abdominal cavity by a tube runningdown somewhere near a perforation in the bowel. It
is recognized, it seems to me, in every other variety of
bowel wound, that it is necessary absolutely to close
any perforations of the bowel before tho abdominal
walls are closed up. It seems to me that it is just as

necessary here.
It seems to me that the main difference arises from

the fact that appendicitis is claimed to be within tho
physician's province until a certain time, and that it is
for him to decide when to call in the surgeon, and the
surgeon comes and is relieved of tho responsibility of
the case; he is called either too early or too lato. It
you get him out too soon it is " too soon." If the pa-tient dies it is " too late." Gentlemen, appendicitis
must be treated by the Burgeon from tho first to the
last ; it is just as much a surgical disease, and entirelywithin his province, as any diseaso that can bo thoughtof. There is no use in leaving the physician to decide
when to call the surgeon in, for he will not call him in

until he finds that he cannot save the patient himself.
Sometimes the end of the first day is later than the
end of the first week in other cases. It will not do to
shift the responsibility upon the man who will be called
the next day.

1 want to point out one great advantage in the early
operation, and that is that it is easier to diagnosticate
the disease in the first twenty-four hours than at any
subsequent time. All the symptoms are more apparent
at first. After the belly is swollen out no man can

diagnosticate the case, except by abdominal section ;
hut, at first, when the abdomen is flat, when you can,
by deep pressure, get all over the abdominal cavity, it
is generally easy to decide whether it is a case of ap-
pendicitis or some simulating attack. And then the
ease of operating, that is tlie thing that I want to im-
press. I would rather have appendicitis under the
care of a country surgeon in the very end of the state,
who was willing to operate the moment he recognized
the disease, than to bo under any of the surgeons who
•would not operate, although they recognized tho dis-
ease early, because it is impossible to tell what cases

are going to tho bad. In the very worst cases of ap-
pendicitis, the patient in that condition will have a

good pulse and temperature. Beginning collapse is
not very easy to recognize. I have seen cases where
you could hardly persuade the patient himself that ho
was very sick, where death was already stamped upon
his face. So I say I would rather have the care of an

experienced surgeon than to run my chances under a

man who felt that by waiting ho could tell tho best
time for operating. What does that mean ? It is an

easy operation, lam willing to admit, when the inflam-
mation resulting from tho perforating appendix is well
walled off. But just think what slippery bricks that
wall is made of. It is nothing more than coils of in-
testines. A cathartic will break that down. A little
increased peristalsis will break the wall, and the pus
is diffused. In some cases, of course, it is an easy
operation to evacuate the pus, but after the pus is out
fieceB generally follow. That means that the integ-
rity of the bowels is lost ; it means that there will be
recurrence, that there will bo sloughing of tho edges
of the wound. If it is taken early it is just as clean
an operation as if done betweou the attacks. It is
easier if (Ioim: in the first attack. There is great diffi-
culty in the intervals between the attacks. There are
adhesions everywhere. The appendix has sometimes
not been found, and even if it is found it is quite a
serious operation, for the adhesions have to be broken
down ; but in tho very first attack there aro no adhe-
sions iu the way, you can easily find tho organ, you
can treat the stump, you can close the wound without
putting in a drainage-tube, and you can have tho man
at work in a few weeks' time, as 1 have had the pleas-
ure of seeing.

Wo are asked how it is we have so many cases in
Wallham. Perhaps it is that we do not have to sign
our death certificates as peritonitis. We report our
cases. Now, if any of us havo operated so far in a

case where there was no appendicitis, or where auy
injury resulted from the operation, then I admit we
stand properly impeached. We have reported our

cases, except our last dozen, for the last year, and
they will be reported very soon. And when that is a
record of cases operated on in the first twonty-four
hours, and when wo found that in some of them the
appendix was gangrenous from the outset, and when
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we report that out-patients are at work after a very
short and sure convalescence, I think we have the
right to hope that the time is not too far distant when
what I said at the beginning will be held true, that
the treatment of appendicitis belongs to the surgeon
from the first ; and in the great majority of cases the
patient's chances will be better if ho is operated on as
soon as the diagnosis is made, and that being so, the
duty rests upon every one of us to operate just as soon
as the diagnosis is made.

Dr. J. W. Elliot said: If any of you have any
doubt that perforating appendicitis is like a bullet-
wound in the intestines, you may be interested to see
these appendices which 1 have excised within the last
year: That appendix was sloughing out at the end of
the fourth day. That had an opening in it very much
like a bullet-wound ; on the third day that patient had
a purulent peritonitis. Here is another case, operated
on the third day, with a sloughing, gangrenous appen-
dix, which was wrapped up in the omentuin, illustrat-
ing that phase of the disease. Here I pass around a
case of chronic appendicitis. I will not report any of
those casos, as they have all been reported.

Dr. Worcester certainly made a very strong plea for
early operations, and I very nearly agree with him,
but not quite. It seems to me it is the dread. We
are all afraid of appendicitis when it begins. We do
not know what will happen. We know that the cases
are very dreadful. I think it is your instinct to oper-
ate immediately on every case, to avoid any disaster ;
but I am sure that the facts will not sustain that posi-
tion. The third part of Dr. Fitz's cases recovered
without operation. That is a very largo number to
be thrown out of consideration.

Last year I was called in consultation in private
practice, in thirteen cases. Six of them were operated
on ; seven were not operated on ; and all tho seven
recovered perfectly. All of those cases had serious
symptoms. If a patient has a purulent gonorrhœal
endometritis, there is great danger of salpingitis, per-
foration and death ; but surely, that is not a reason
for operating and removing the tubes. This is not
intended to be a fair parallel, but it illustrates a point
which I want to bring out later. What we want to
do is to find out when we shall operate, and when we
shall not, and what we shall do when vy: operate. 1
except all chronic cases, all old cases that are walled
off; these will not come into consideration with me

today. The question is, When shall we operate ?
As I said, one-third of the cases, according to Dr. Fitz,
recover without operation. I have seen very severe

forms of appendicitis, and am very rauch afraid of it ;
but there are certain mild cases which I see, which I
feel confident from the start are not going to require
operation, and usually do not. But if you make that
general statement, some one who does not know what
the symptoms are which should cause alarm will surely
go wrong. Constitutional symptoms should bo relied
on. It is the eases with temperature under 100° and
pulse under 100 which die for want of the operation.
Now, 1 do not pretend to solve this problem, but there
is one thing which 1 think helps me a great deal, and
1 think may help other people; and that is, it seems

to me the difference between the old and the new

surgery. In a very general way this difference is that
the old surgery depends upon the general symptoms,
the new upon what you find locally. It is skill in ex-

amining which has made great advance in the treat-

mont of salpingitis, and operating as soon as we know
that the dangerous local condition is present, before
constitutional symptoms appear, that has made the
difference.

Thus I hold that all symptoms which indicate that
a local process has begun in the region of the appen-
dix are to be very seriously considered, and almost al-
ways are a sufficient reason for operation. I should
always operate in the presence of a tumor; I should
always operate in the presence of general distention and
tympanites ; I should always operate in the presence
of continued pain. Of course, when the constitutional
symptoms are violent, they are often in combination
with local symptoms. And violent constitutional
symptoms should certainly be acted on. Yet constitu-
tional symptoms, in my experience, are not so valu-
able as local symptoms.

I have had a case within a year where there was
elevation of temperature, with only moderato local
pain, with uo distention. There was no question
about tho diagnosis. The temperature gradually fell
to normal, there were never any symptoms of thicken-
ing, and the patient made a good recovery. On the
other hand, I have had a patient with pulse and tem-
perature practically normal on the third day, the abdo-
men rigid, expression that of a very sick person,
where on operation a purulent peritonitis was found.
Now Dr. Worcester wishes to lay it down as a general
rule that it is better always to operate, but from the
scientific point of view, that thirty per cent, must be
taken into consideration, aud what wo want to do is
to work out the symptoms, to get at the exact value
of all tho symptoms ; and I am perfectly sure, that I
can do a great deal more now, after experience in
reading the symptoms, than I could three or four
years ago. I should say then, not to operate on every
case as soon as the diagnosis is made, but operate on

every caso as soon as any symptoms appear which are

really threatening, and that from the point of view of
one who has weighed carefully the value of symptoms.

Dr. F. C. Shattuck said : I should like to pro-
test somewhat, from the point of view of the phy.
sician, against the position that appendicitis is to bo
operated upon as soon as the diagnosis is made.
Perhaps ray experience has been unusually fortunate.
It certaiuly has not been very large : but I have col-
lected the cases which came under my care in tho
wards of the hospital in the last two or three years,
fifteen in number — cases in which the diagnosis was
clear. In these cases, most of them, consultations
with my colleagues were held, so that the questionof operation was not dismissed without consider-
ation. In only four of these cases was operationdone. These four all recovered. The other eleven
that were not operated upon all recovered. It seems
to me that we can divide the eases roughly into three
categories. One class demands operation. In the
second class there is no question of operation. In tho
third class are the doubtful cases. That doubt is a very
serious one. These are the cases which arouse the
greatest anxiety in the attendant. It seems to mo
that wo must go wrong occasionally in these cases.
Whether the contingent of accidents will be any larger
from failure to operate where operation ought to be
done, than from the results of the operation itself,
where operation was not necessary, 1 do not know..
Even in these days it is a serious thing to open the
abdomen, aud it seems to us that the surgeons who...
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irelave had the largest experience are those who »re
east willing to operate unless they are very certain
fat it is desirable.

..et me instance one or two cases which come under
us class. One was a gentleman whom I saw within

a tew hours of the attack. He went into the hos-
pital. 1 asked Dr. Cabot to see him with me. He
'ad a tumor, well pronounced, and was pretty sick.

Un the ninth day, I think, Dr. Cabot made the re-
mark, that if he were in the wards he would bo oper-ated upon. It was decided to wait a little, aud the
next day he was a trifle better, and he got entirelywell without an operation. The tumor disappearedentirely, and ho had had no trouble of any kiud.
that is one case. If the man had been in the ward
he would have been operated upon. Ho was not, and
ne got entirely well.

A second case, which Dr. Warren and I had to-
gether. The patient entered on the medical side on
the fourth day of the disease. On the tenth day si:
was transferred to the surgical side. Dr. Warren saw
ner almost daily before the transfer. She got rather
netter, and I think she was re-transferred a day or
two later, only to be transferred once more. The op-eration was on the fifteenth day. She ought to have
neon operated on earlier. She got well.

then, one private case, which I saw for the first
tune on the fifth day, —a boy of fifteen. The pulse
was over 130; the temperature a little over 100°,Vomiting j very ill. I asked for a surgical consultant
immediately. After careful consideration it was de-
eded not to operate that day, to wait until the next
(lay. The boy seemed so sick that it did not seem
•hat he could come out of it. On the next day he
Was better, and apparently became convalescent. 1
did not see him again until the tenth day. On the
eleventh day I saw him, and ho was operated on a few
hours afterward. He had an enormous abscess in the
8'de, and died a few hours after the operation. Yet
there was a very careful consideration on the fifth dayuy a most competent surgeon. Some mistakes will
ne made inevitably. It seems to rae that there is a
pretty large proportion of cases that get well without
operation ; and I certainly am not prepared to saythat the knife should follow immediately the diagnosisoi appendicitis without the consideration of anythingelse. J b

,
D't. S. II. Weeks, of Portland, Me., said: I con-

sider myself very fortunate iu hearing this discussion
on this subject, in which I have had so much interest,Dy men of eminence and large experience. I must
confess that it is apparent to mo now that even here the
lull sunlight does not shine upon this important sub-
ject ; we are not prepared to say that this method or
that method is the best. I am satisfied that the earlyoperation is not tho beBt operation. Inasmuch as it is
"'ue, as you have heard here to-day, that a largenumber of patients with appendicitis recover without
surgical operation, and inasmuch as we cannot at first
decide what cases are to recover, we must wait until
wo are satisfied that this particular case demands the
surgeon's knife. Furthermore, 1 believe that in the
cases that require operation later on there is an advau-
age in waiting. There is an immense advantage in
laving a peritonitis which is circumscribed when the

surgeon operates ; and my first endeavor is to limit
the inflammation, circumscribe tho suppuration, and if

can secure that, if I can secure circumscribed perito-

liitis and circumscribed abscess, then, if I come to op-
eration, my patient will very surely get well.

Now there are two different plans in the early
6tages. I do believe in the saline cathartics in the
very beginning. I know from my own experience
that thorough action of the saline cathartics, unload-
ing the canal, relieving the bowels of the accumula-
tion of gas and ficcal matter, does bring a tendency to
circumscribe the inflammation, to limit the suppura-
tion ; and I also believe in the early application of
leeches and then fomentations. It seems to me that
this plan of treatment in tho main is the best plan,
and a plan which is applicable to all cases,— those
cases that ultimately get well without an operation,
and those cases that require the surgeon's knife later
on. In the course of three or four days we are able
to say what cases will get well, because those cases
that get well without an operation at the end of three
or four days begin to show signs of convalescence,
and recovery gradually goes on. If at the end of that
time the symptoms are no bettor, if there is a remission,
then that is the time for the surgeon to step in.

One word with reference to the remark made by
Dr. Worcester as to the opening in the appendix being
the same as an opening iu the intestines ; it is not
true. I am sure it is not true. What is the function
of the appendix? It is simply a lubricator. It has
no secretion. It is not a part of the intestinal canal
as to its function. Fiecal matter does not circulate
through the appendix, and when a foreign body is
found there, it is not a grape seed or something which
has found its way there ; it is a concretion which has
formed there, just as a billiary calculus is formed.

Now, with reference to the ligation of the appendix
at the time of the operation, 1 pay but very little at-
tention to it when I operate. 1 simply open the pus
cavity, wash it out, and leave the appendix untouched,
unless it happens to lie in the cavity where I can reach
it. In no case has there been a frecal fistula. This
is the point: I think tho opening into the appendix is
very different from the opening into the intestine.

Dr. S. C. Gordon, of Portland, said : For the last
two years I have had some convictions about the mat-
ter under discussion. That is a good deal to have in
a matter of this kind. My convictions have amounted
to substantially this : that wo have been paying alto-
gether too much attention to the appendix, that we
are called to a condition, and that condition is one of
peritonitis. Now for practical purposes 1 do not care
what the cause of that peritonitis is, I am going to
treat that peritonitis exactly as if I do not know what
the cause was. My treatment has been purely the
saline cathartics from the start. Suppose you remove
that cause, you have not removed the condition. I
think there is the mistake of the surgeon. " Only let
us got at the cause.

" Medicine has been saying for
thousands of years, " Remove the cause, and you have
cured the disease." It is not true, it is all false ; and
surgery has done au immense deal of harm on this
idea. An appendix producing appendicitis is no worse
than a great many other things producing peritonitis.
I do not care whether an appendix is the cause of the
peritonitis. It is peritonitis that I am called for, and
that I am going to treat by the modern approved
method of treating peritonitis. The only wonder is
that wo did not do it fifty years ago. Wo did fifty
years ago ; but thirty years ago we began to bo wiser,
aud Alonzo Clark ruled the medical aud surgical
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world. It is only such a man as Tait who had the
courage to come out and say cathartics are the thing
to treat peritonitis with. Therefore, I believe that if
we will stick to the idea that we are called to treat a
condition, we are going to save nine-tenths of the
cases of appendicitis without operating.

No amount of medical or surgical treatment will
save all patieuts. But if you are going to get a local-
ized abscess, you are going to get an abscess with the
walls of very much more integrity if you treat it by
saline cathartics, if you unload the vessels ; for you
then have an abscess wall which has some vitality to
it. If you have allowed that patient to go along with-
out relieving the condition, if you have everything in
the intestinal canal, your vessels are crowded and the
tissues they supply die ; but if you have unloaded the
vessels and relieved all this congested and inflamed
condition that you can, you are going to preserve the
integrity of the exúdate. When you have your abscess
well defined, you need not hesitate ; take your time
to saÚBÍy yourself that you have a localized abscess ;
take your time, and open it; take out your appendix,if you can ; if you canuot, let it alone ; drain the
abscess ; and I believe you are going to cure the cases
that can be cured by operative surgery. This is ray
belief, this ¡b ray plan, this is ray conviction. I think
we have paid altogether too rauch attention to this
appendix. It does no more harm than anything else.
Therefore, I think it is the medical man who is goiug
to treat peritonitis successfully, for he is going to use
modern methods.

Dr. II. O. Marcy, of Boston, said : I had little
idea, sir, of saying anything. 1 think, in common
with most of you, we have been very much interested
in this subject in the last three or four years. Oue of
the first subjects that I ever studied in medicine was
the letter published under the title of " Another Letter
to a Young Physician," written by Dr. Jackson.
There we find clearly and carefully laid down many
of the very factors which we are now discussing. I
am reminded, however, by ray friend, Dr. Gordon, of
the discussions which occurred about fifty years ago in
London, betweeu Sir Benjamin Brodie and our famous
Dr. Watson. Sir Benjamin asked Dr. Watson if he
would have the kindness to give his opinion, and he
said: " It is good surgery, sir, that we might remove
the causes, aud thus their effects may be taken care of."

I am also reminded of a discussion iu Washington,
a few days ago, when, after the surgeons had said a

good many things, one of the company arose and said
he wanted to tell his experience. He had a case of
appendicitis recently, and he was in doubt, so he asked
in a fellow-surgeon, lie thought it wise to operate at
once and within an hour the buggies of the three sur-

geons were at the door. Then a brother came upon
the scene and refused to allow the operation until it
should be determined that his sister was going to be
sick. On tho second day she was out.

1 am delighted to find that my friends, Dr. Weeks
and Dr. Gordon, take practical medical views, and yet
it seems that we may discuss it a little more at length,
for it really, after all, is not the ordinary condition
that we call peritonitis. Wo have a local septicicmia,
a local septic condition, which is going on first in that
little organ, and it is owing to the result aB to whether
it shall remain or whether it shall become constitutional,
that your patient recovers or dies.

I am sure, as I look over my history of twenty

years or more of surgical watchfulness, I have seen
such patients go to their deaths and the autopsy show
that that patient ought to have recovered. My frieud
Dr. Worcester has pointed out that this is the fact.
Within the last five years I have operated eight times
and seven have recovered, and I cannot help thinking,
hud I not operated, that the result would have been
far different. Formerly we saw these patients going
to their death, and thought that we were doing all wo

 ought to. Now let us see what takes place under
modern surgery. We are able to tell you that at least
nineteen cases out of twenty will recover if you take
thera iu the condition where you can remove the ap-
pendix. If that is true, it is wiser practice, because
tho danger is less. Otherwise you are waiting for
nature to do what she sometimes utterly fails to do,
namely, to circumscribe the abscess. Our fathers knew
how that should bo cared for. Unfortunately there
comes the time when the circumscription of the in-
flammation ceases, and where the first case 1 operated
on showed clearly that I had waited forty-eight hours
too long.

It is in just this class of cases, and in this only, that
we want special light, aud it is here our knowledge
utterly fails, for we cannot tell when our inflammation
is going to leave and where our danger lies. I should
say, if I wanted to give ray opinion in a word: If
there is any doubt, give the patient the benefit of it,
and operate. 1 have watched cases carefully and not
operated ; but there come caseB where it is clearly
your duty not to wait any longer, but to give the
patient the benefit of modern surgery, and then we
shall save a much larger percentage of our cases than
we can do by saliue cathartics or by waiting to see if
nature herself is competent to do it.

Dr. J. C. Irish, of Lowell, said : I do not feel that
I can add very much to this discussion. In all these
appendices that have been presented here we can see
that more or less tissue is necrotic. I do not see how
it is possible for nature to care for those cases.

Dr. G. W. Gay said : The brief remarks which I
have to offer upon this subject are the results of ex-

perience. 1 do not wish to be dogmatic in my
remarks, for there is yet much to be learned in this
and allied affections. Experience tends to show that
the majority of cases of non-traumatic peritonitis in
the male are due to inflammation of the appendix. In
tho female, salpingitis, pelvic cellulitis, and kindred
affections are to be considered in the etiology. Many
cases of so-called "obstruction of the bowels," with
peritonitis, have their origin in the appendix, and when
seen late, should be treated as appendicitis, even if
there be no localization of the symptoms. General
peritonitis often begins as a local affection. The
characteristic early symptoms may have been obscure,
overlooked, or very likely have become masked byothers before coming under the attention of a physician.

Localization of symptoms at any stage of the dis-
ease is of great importance as an indication of the
character of the disease. The earlier these patients are

seen, and the more closely they are watched, the more
certain will be the diagnosis and the inoro intelligent
will be the treatment. Pain in the belly, increased
by coughing; tenderness, greater in the right lower
quarter ; aud rigid abdominal muscles, moro marked
upon the right side, are among the most constant early
symptoms of appendicitis. If the affection is located
deep in tho true pelvis, the rectal examination rather
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Juan the vaginal will probably reveal its existence.
walls, fever, constipation of gas as well as of fieoes,and prostration, all go to confirm tho diagnosis of ap-pendicitis or other serious lesions in the vicinity.lile symptoms of a true convalescence are easily
ecogmzed ; but in many instances it is by no means

°asy to form a correct opinion of the patient's real
Condition, before that stage is reached.

Mild cases will often recover in a few weeks under
the "expectant" treatment; that is, rest in bed,ppiates, leeches, poultices or fomentations, aud a
judicious diet. Occasionally a case is met with in
winch the symptoms are threatening at first, but soon
reach their climax, say in two or three days, aud
rapidly disappear, leaving tho patient with only au
occasional twinge to remind him of his trouble.

Operative measures are indicated under the follow-
ing circumstances : Severo cases should be operated°n in from two to five days, according to the urgencyof the symptoms. If they are seen to grow worse
every six to twelve hours, radical measures should be
resorted to on the second or third day. Collapsegenerally means perforation of the appendix, aiul calls
tor immediate operation unless the patient's condition
torbids it. Cases in which the symptoms are not verysevere, but are steadily growing worse, had better be
°ut in about eight or ten days. Cases in which the
Byinptoms are mild and stationary, not progressing in
either direction, call for an operation in from two to
lour weeks. A recurrent attack not infrequently re-
quires operation ; aud tho more severe the previous"biess, the earlier should radical measures be resorted
to.

Chronic inflammation (catarrhal) of the appendix
'nay not suppurate. Nevertheless, the symptoms maybe very distressing and persistent, forcing the patientto lead the life of an invalid. The peculiar feature of
these cases is that relapses are of frequent occurrence
as a result of over-exertion or slight exposure. An
Pl'oi'ation for the removal of the appendix, similar to
-tau s for the removal of an inflamed Fallopian tube and
°vary, promises the most certain and permanent relief
ander these circumstances.

^ases of severe general peritonitis which have never

i
on localized, as a rule, are unfavorable for operation,•t is difficult, if not impossible, to thoroughly wash

and drain the peritoneal cavity by reason of the nume-
rous adhesions which form iu a few hours. Under
tnese circumstances, an operation probably has little,
'; any> effect upon the course and result of the affec-
tion. The surgeon, however, is not infrequently led
to oporato upon these cases from being called late to
t'e patient, and from having insufficient knowledge of
the earlier symptoms of the case to enable him to

0 reasonably sure of the character, and from the fact
uat the patients do recover under alarming conditions.And furthermore no other treatment offers any en-

couragement.
I here is comparatively little danger in operatingtoo early ¡n the bad cases. There is far more dan-

ger m delay. Brief periods of improvement are often-times treacherous in these affections. In doubtful
pases delay is justifiable, more especially if the patient•s so situated that ho can receive eilicient aid at short
notice. It is a question whether operators with the
largest experience in tho affections have not been more
»»appointed in the result of the expectant treatment
l"au in the operation. Convalescence in the former

is not infrequently long and tedious, and the recovery
not satisfactory. Relapse and recurrence arc also not
infrequent under these circumstances.

The presence of a tumor or other localized symp-
toms is by no means essential to an operation. If the
affection is located at the bottom of the iliac fossa, or

deep in the pelvis alongside the rectum, no tumor need
be expected to present to external manipulation until
the collection of pus is very extouBive.

Other things being equal, patients probably do better
and make a more satisfactory recovery if the appendix,
fiecal concretions, and other offending substances arc

removed at the time of the operation. A pretty thor-
ough effort to this end should therefore be made in a

majority of cases. Abscesses will not heal soundly
while foreign bodies, — be they fa:ces, a gangrenous
appendix, or not, — remain inside.

Little danger need be apprehended from pus in the
peritoneal cavity, provided a free outlet be furnished.
Not infrequently those abscesses have to be drained
through a healthy peritoneum, aud those cases do as

well as any. In my efforts to find and remove the
appendix, 1 have in several instances broken through
the limiting wall of the abscess, aud have thus far seen

only an occasional local tenderness, which has always
subsided in a few days. A peritoneum that has once

protected itself under these circumstances can be
trusted to do it again. If it will tolerate the product
of inflammation, it will surely tolerate clean fingers
and instrumeuts, which are much less irritating.

In conclusion, I would say, the greater experience
serves to strengthen my opinion, that, uuless the sur-

geon has great grounds to suppose that the appendix
is not at fault, he is justified in exploring that region
by operation in every caso of peritonitis which is in a

dangerous state and is growing worse, aud also those
cases which do not show signs of recovery in a rea-

sonable time, under other methods of treatment.
Dr. Wm. F. Whitney then made some remarks on

tho position of the appendix, its minute structure, aud
its pathology, illustrating the subject by lantern-slides
made from photographs taken at the Harvard Medical
School.

-*-

THE NEW YORK ACADEMY OF MEDICINE.

Stated Meeting, Juno 4, 1891, the President, A.
L. Loomis, M.D., in the chair.

Dr. Richard Van Santvoord read a paper on

THE I'ATHOLOQY OF THE ECLAMPSIA AND ALBU-

MINURIA OF l'REONANOY.

In it he reviewed the various theories on tho subject
which have been proposed by different writers, and
expressed his own conviction that the trouble was

probably due to some form of toxicmia. In support of
this view he related, in detail, a case of which ho had
made a very careful study. During two pregnancies
the patient was threatened with trouble, but only once
did this amount to actual eclampsia. About two months
before her second confinement she was attacked with
clonic convulsions attended with frothing at the mouth,
but they were of very brief duration, and she passed
through this labor, as she had her first, without any
convulsivo seizure whatever. The kidneys were evi-
dently but very slightly affected, as the quantity of
albumen in the urine was small and there were never

any casts, while tho orgaus readily responded to din-
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retics. The specific gravity, however, was lower than
normal, aud the quantity of urea was small ; though
after each of her pregnancies the urine became normal
in character. In this case there seemed to be a sub-
acute cystitis. The lesson that such a case taught, he
thought, was that in our apprehension of eclamptic
trouble in pregnant women, we should not be guided
too much by the presence of albumen in large or small
quantities, but should watch carefully the quantity of
urea in the urine and be on the lookout for symptoms
of nervous disturbance.

Dr. H. C. Con thought that cases of puerperal
eclampsia were probably duo to various causes, aud
that no one theory would satisfactorily explain them
all. His attention had been particularly directed to
the importance of pyelitis in this connection, and he
had seen two fatal cases where this condition was

found. He also spoke of the proneiiess of women of
marked nervous temperament to eclampsia, and referred
to the well-known fact that young unmarried women
in maternity hospitals who suffered from great appre-
hension and mental depression on account of their con-
dition were peculiarly liable to this trouble. Any
serious diminution in the quantity of urine passed by
a pregnant woman was always to be regarded as a sign
of danger, and the house-staff in the maternity he at-
tended were instructed to be constantly on the watch
for such an occurrence iu auy of the patients awaiting
confinement.

Dr. W. T. Lusk said that the theory of reflex irri-
tation seemed on the whole the most satisfactory to
him, and the more that he studied the subject the more
convinced did he become that it offered a solution of
some difficulties that other theories could not explain.
Thus, in regard to the supposed connection between
tho kidneys and eclampsia, it had long since been
pointed out that convulsions sometimes occurred in
cases where there was no albumiuuria or auy trouble
whatever with the kidneys, and, ou the other hand,
that many women with serious renal disease passed
through pregnancy and parturition without any signof eclampsia. The reflex theory was also very useful
in practice, and he believed that whenever convulsions
came on or appeared imminent, the indication was to
empty the uterus as promptly aB possible. The reme-
dies usually recommended, such as chloroform, chloral,
veratrum viride, etc., were of service iu securing a

respite during which this might be accomplished, but
the danger was that if they were continued too long
they would lose their effect, aud the patient would
succumb. After the uterus had been emptied the
convulsions usually subsided without giving further
trouble.

The President having referred to the importance of
high arterial tension in eclampsia, Dr. Van Sant-
voord said that the existence of such tension was

generally recognized, and that the advocates of the
toxic theory considered that it was due to the effect
of the poison in the system, while those of the
reflex theory believed it to be due to reflex irritation.
As to the case which he had narrated in the paper, he
did not think this could be satisfactorily explained by
the latter theory.

A Tempérance Medical Congress was held at
Prohibition Park, Staten Island, July 15th and 16th,
under the auspices of the American Medical Temper-
ance Association.
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THE DISCUSSION ON ANAESTHETICS AT
GLASGOW.

The action of anaisthetics is a subject of constant
interest. Perhaps no therapeutic phenomenon has
been so constantly debated and written upon since the
introduction of surgical ana:sthesia. But some very
notable additions to the literature of the subject have
been recently made, and the discussion in the Medico-
Chirurgical Society of Glasgow, which occupied three
sessions of the Society, the report of which has been
recently issued, deserves attention.

The object of such a discussion, iu the words of Dr.
Joseph Coats, is to keep men's minds alive to the dan-
gers incident to the use of anaesthetics, aud to see

whether, by the mutual comparison of experiences,
we may be able to assist each other iu avoiding these
dangers. The immediate cause of tho Glasgow discus-
sion was the occurrence of a fatal case, and a proposal
to regulate by law the administration of ana:sthetic8.

The discussion was participated in by advocates of
ether and chloroform, and by others whose preferences
seemed to be divided; but, if we may judge by the
concluding remarks of the president, Dr. Maceweu,
individual opinions as to the relative value of these two
substances, remained unchanged at the close of the
discussiou. The advocates of chloroform had certainly
the advantage in point of numbers, but the claims of
ether were ably represented by Dr. Hartly of Leeds,
among others.

The discussion was practically limited to the respec-
tive values of ether aud chloroform, though something
was said as to the value of nitrous oxide for minor
operations of short duration, and méthylène found at
least one advocate. The statements as to the compar-
ative value of ether and chloroform vapors, as given
by the physiologists or those who looked at the subject
from the physiological and experimental side, were

decidedly in favor of ether, as failiug to show the de-
pressing action of chloroform upon the heart. Dr.
Coats puts the matter in few words, after a somewhat
lengthy paper on the physiological details, as follows :
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